In Australia, general practice is the cornerstone of primary health care and young people nominate general practitioners (GPs) as the health provider of choice if they were to seek help. 1, 2 Although little has been published in Australia on the specific encounters between GPs and young people, there is evidence to justify concern about the utilisation of general practice by Australian young people. A summary of data on adolescent (12-18 years) consultations in general practice in Australia between 1999 and 2004 showed that adolescents made up only 4.0% of general practice encounters, but 9.7% of the population, suggesting that they were under-represented in general practice. 3 Although this could reflect the fact that young people experience fewer health problems, an extensive needs analysis into access to primary health care by young people (aged 12-25 years) in New South Wales in 2002 suggested that young people experience several barriers to accessing care. 1 Thus, examining the reasons for which young people visit GPs and some of the outcomes of those encounters could provide valuable information about young people's health as well as further insights into access to general practice.
The aim of this study was to explore in detail the reasons for which young people consult with GPs in Australia (reason for encounters; RFEs), the problems managed (PM), the prescription and referral rates for key health problems and the types of Medicare-paid surgery consultations. The data are presented primarily for 10-14-year-old and 15-19-year-old males and females, to explore consultations in the decade of life where the majority of individuals go through puberty and experimentation with health risk behaviour begins. This also coincides with the Royal Australian College of General Practitioners' guidelines for preventive activities that recommend that 14-19-year-olds be screened for psychosocial risk behaviours. 4 The data are compared with those for 25-29-year-olds, a young adult population whose behaviours are less likely to be influenced by the adolescent phase of life. The frequency of contact with general practice is also described for population groups across the life span.
Methods
The Bettering the Evaluation and Care of Health (BEACH) programme is a continuous study of general practice activity, commenced in 1998. The BEACH method is described in detail elsewhere.
inference is the patient encounter. A random sample of approximately 1000 GPs is drawn each year from the Health Insurance Commission's sampling frame of the population of GPs in Australia. Sampling is cross-sectional, but continuous across the year, with around 20 GPs participating in the study in any 1 week. Each GP completes details of 100 consecutive patient encounters, on structured forms at the time of the encounter. The analysis reported below is for 7 years of combined data from April 1998 to March 2005.
Data elements
A single page encounter form contains the following elements:
• Patient age and sex • Whether English was the main language spoken at home • Whether the patient holds an Australian health-care concession card • The patient's RFE (up to three RFEs) • The PM by the GP at the encounter (up to four problems per encounter) • Treatments received for each problem, including medications, clinical treatments, procedures, referrals and orders for pathology and imaging tests. RFEs and PMs were classified using the International Classification for Primary Care (ICPC-2). 
Data selection and analysis
The 30 most frequent PMs were identified separately for 10-14, 15-19 and 25-29-year-old males and females and all were included in the table. All RFEs with a frequency of Ն1.0 per 100 encounters are reported. RFEs and PMs are expressed as rates per 100 encounters. Rates of treatments received are expressed both as rates per 100 encounters and per 100 PMs. Table 1 shows the number of Australian males and females and the number of general practice encounters per person per year for each age group in 2001. The encounter rates were similar for 0-4, 5-9 and 10-14-year-olds, but were higher among females in every age group thereafter. Among both males and females, the two lowest encounter rates were in the 10-14 year and 15-19 year age groups. Table 2 shows the 30 most frequently reported PMs for each ICPC chapter for males and females aged 10-14 years, 15-19 years and 25-29 years, separately.
Results

General practice encounter rates across population groups
Problems managed
Differences between males and females
There were very few differences between males and females in the PMs. Injuries and the treatment of asthma were more common among males than females, particularly among 10-14-year-olds. Acne and upper respiratory tract infections (URTIs) were more commonly treated among 15-19-year-old boys compared with girls of the same age. The treatment of depression was more common among 15-19-year-old females than males.
Differences between age groups
Males. The treatment of asthma, several forms of respiratory tract problem (i.e. URTIs, tonsillitis, allergic rhinitis) and ear infections all declined steadily with increasing age among males. Not surprisingly, the treatment of acne peaked strongly among 15-19-year-olds. Although there was some decline in the treatment of physical injuries in the oldest age group, the magnitude of the change was not large and it was accompanied by an increase in the treatment of back problems. There were marked increases with age in the management of psychological problems (depression, anxiety, drug abuse and sleep disturbance) with the frequency of management of depression being 10 times greater among 25-29-year-old males compared with 10-14-year-old males.
Females. The frequency of management of asthma, several types of URTI and ear infections was similar to that of males. Also like males, the treatment of acne peaked in the 15-19-year-old age group. Like males, the frequency of treating physical injuries declined with increasing age, but the pattern of change was quite different. Among females, the frequency of treating injuries halved between the 10-14-year-old and 15-19-year-old age groups and was slightly lower among 25-29-year-olds. With regard to psychological problems, there was a substantial increase in the management of depression, of approximately the same magnitude that occurred among males. Although there were increases in the frequency of management of anxiety, drug abuse and sleep disturbance among females, the increases were smaller than among males. Managing problems of the genital system was rare among 10-14-year-old girls, but the frequency was greater among 15-19-year-olds and 25-29-year-olds.
Comparisons between PMs and RFEs
Among 10-14-year-old males and females and 15-19-year-old males, the respiratory, skin, musculoskeletal and general/ unspecified chapters accounted for 85-90% of all RFEs. Among 15-19-year-old females, these four chapters only accounted for 68% of RFEs with the genital system and pregnancy and family planning accounting for 11% and 17%, respectively. Overall, the frequency of PMs and RFEs were very consistent within each ICPC Chapter. Table 3 shows the number of management activities per 100 specified PMs. For example, 44.8 antibiotics were prescribed for every 100 URTI PMs at encounters with 10-14-year-old males. URTI/acute bronchitis was treated with antibiotics for approximately 40-50 per 100 PMs and was slightly higher among males. Depression/anxiety was managed with medication for 20-25% of PMs among the youngest males and females, rising to 45-50% among the older adolescents and young adults. The prescription rates were only slightly higher among females. The rates of prescribing bronchodilators for asthma were 25-27% for males and 21-24% for females, with little difference between the three age groups. Similarly, preventive inhalers were prescribed for 21%-24% of PMs for males and 20%-22% for females. Referrals for psychological problems were higher among males than females for the two age groups of adolescents, but were similar among young adults. Although referral rates declined markedly among both males and females, the decline was steeper among males. Table 4 shows the types of Medicare-paid direct surgery consults per 100 encounters. The frequency of short and prolonged consults was consistent across age and sex. However, the frequency of standard surgery consults declined with increasing age and the frequency of long surgery consults increased with age, particularly among females. The frequency of 'other' surgery consults also increased with increasing age among females, but not males.
Key prescriptions and referrals
Types of surgery consultation
Discussion
This study found that adolescents have the lowest attendance rates at general practice of all population groups. The three most plausible explanations for this observation are that: (i) adolescents are less likely to seek help than other population groups; (ii) they have fewer health problems than other population groups; and (iii) or, they have their health needs met through other services. It is also possible that adolescents experience physical barriers to gaining access to general practice, such as waiting times to get an appointment, availability of a 'suitable' GP (such as same-gender), cost and hours of operation. On the first hypothesis, there is consistent evidence that adolescents often avoid consulting a GP when they have a health concern, the main reasons being fears about confidentiality breaches, embarrassment and self-consciousness, and inadequate knowledge of the range of services commonly available through general practice. 1 Physical barriers, while an issue, particularly for adolescents in rural settings, are the least common reason for not seeking help.
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Table 3
The number of occasions on which a treatment is prescribed per 100 encounters on which a specified problem is managed, for males and females in each age group, separately Number of times (95% CI) treatment is administered/100 encounters on which problem is specified Alternatively, it may be that adolescents have fewer health problems than other population groups. This hypothesis is supported by the observation that the encounter rates among 20-29-year-olds and 30-39-year-olds are only slightly higher than those of adolescents. Compared with adolescents, those in their 20s only have one more general practice encounter every 3 years and those in their 30s only have one more encounter every 2 years. If adolescents were constrained from consulting with a GP, one might expect a larger increase in the encounter rates between the teenage years and the 20s, as young adults overcome the self-consciousness typically associated with adolescence and described by Elkind as the 'imaginary audience'. 8 However, this does not occur.
Another possibility is that adolescents have their health needs met elsewhere (e.g. family planning services). 2 However, young people state that they would be most likely to go to the GP if they were to seek health care from a professional service, 1 so this explanation seems less likely.
The encounter rate was substantially higher among 15-19-year-old girls compared with 5-19-year-old boys. There were approximately 927 000 more person encounters among females of which approximately 80% were accounted for by urology, genital system, and pregnancy and family planning RFEs. That is, discounting urological and reproductive health issues, females have only a marginally higher rate of encounter with GPs.
The great majority of RFEs and PMs were biomedical in nature, whereas data from other sources show unequivocally that Australian adolescents experience other threats to their well-being. For example, Sawyer et al. reported that 12-15% of 12-17-yearolds experience mental health problems and 8-16% have mental health disorders. 9 Clearly, only a very small proportion of these mental health problems are being addressed through general practice. It is difficult to determine if mental health problems are not being managed at all, or are simply not being managed through general practice. There are several reasons why adolescents may not seek help with mental health problems through general practice. First, they may see a GP as a manager of only physical ailments. Alternatively, they may wish to seek help from a GP for mental health problems, but be too embarrassed to do so.
Another emerging issue is overweight and obesity. A recent survey has shown that approximately 25% of young Australians are overweight or obese and that the prevalence continues to rise, 10 but obesity barely registered among PMs or RFEs in our data. On balance, it would appear that the general practice encounter rates among adolescents are low because they are generally healthy and because there are probably health issues for which they do not seek help.
The rates of PMs and RFEs for preventive care and health education (data not shown) were extremely low. The Royal Australian College of General Practitioners publishes guidelines for preventive health care that address this issue for adolescent patients. 11 An interesting finding is that standard consultations were more common among adolescents compared with 25-29-yearolds. There could be several reasons for the difference, including communication difficulties, being concerned about opening a 'can of worms' and having to deal with parents as well as adolescents. GPs have consistently cited 'lack of time' as a major barrier to providing optimal care to adolescents. 2 It may be that
GPs are trying to facilitate communication with adolescents, but are not succeeding, or it may also be that many GPs do not have sufficient confidence or feel that there are too many barriers to managing many of the health issues that concern adolescents. 12 In view of the fact that the majority of cases of URTI among adolescents and adults are viral, the prescription rate appears to be somewhat high (>40%). The rate of antibiotic prescribing for URTI for all patient encounters is declining, falling from 42 per 100 URTI in 1998 to 33.1 in 2001. 5 Declining rates of antibiotic prescribing for URTI has been achieved in many countries and has been attributed to factors such as ongoing physician education 13, 14 as well as community educational campaigns. 14 Antibiotic prescription for acute bronchitis, however, remains high in Australia, despite guidelines to the contrary. 15 These results suggest either that antibiotic prescribing for URTI is somewhat higher for older adolescents and young adults than for the rest of the population or that acute bronchitis is being treated with antibiotics frequently, or both. GPs might feel that it is more practical to issue a prescription (that they may recommend filling only if symptoms get worse) to an adolescent, because they are aware that adolescents consult infrequently and may not return for follow up. However, this does not explain the high prescribing rates in the 25-29-year-age group. Further exploration of the nature of and communication within these consultations, the most common RFE, would be useful.
The rate of prescription of antidepressants is more difficult to interpret given the complexity of depression as a health problem. Current guidelines recommend cognitive behaviour therapy as the first line of treatment for mild to moderate depression among adolescents, 16 but GPs cite inadequate support from mental health professionals as a major barrier to working effectively with adolescent mental health problems. 2 It is possible, therefore, that GPs are resorting to second line treatment (antidepressants) or that they are using them as adjuvants to CBT and other psychological therapies.
It is possible that some of the details particularly pertinent to adolescent health were concealed because of the way we summarised the data. Adolescent health problems are very often multifactorial and psychosocial in nature and because we (unavoidably) summarised the data by ICPC chapter, some of the detail may have been lost.
That there appears to be several health problems for which adolescents do not seek help provokes two responses. First, it is important to continue efforts to enhance adolescents' access to general practice by making it available and affordable, by allaying their concerns about confidentiality, facilitating open communication and increasing their awareness of the full range of services available through general practice. Second, it is important that data on the health of adolescents continue to be collected from different sources (e.g. epidemiological surveys) in order to develop a comprehensive understanding and to identify health problems for which help is not being sought.
Overall, the rates for PMs and RFEs were very similar within each ICPC Chapter. This suggests that either clinicians are not probing for issues that may be of concern to adolescents, but which they have difficulty raising themselves, or that they are probing unsuccessfully. It is accepted wisdom that, foradolescent patients particularly, it is important to explore beyond thepresenting complaint. Over the past two decades, efforts to improve doctors' communication skills have increased, 17 which includes exploring for a 'hidden agenda'. Our data reinforce the need to continue and expand on improving these essential clinical skills.
Because delivery of preventive health care is infrequent, research is required to determine the barriers to delivery of preventive care to adolescents and programmes developed to increase the rate of delivery.
Adolescent health problems are very often multifactorial and require more comprehensive psychosocial assessment than a standard medical assessment. Consequently, adolescent physicians should use the home, education and employment, eating habits, activity, drugs, sexuality, suicide 18 framework, in addition to the standard medical approaches, to make an assessment because it is more likely to identify concerns an adolescent may have, but has trouble expressing.
With regard to data quality, GP response rates may be improved in the future by the use of online data collection. However, many GPs still do not use computers fully in their practices 5 and therefore at this stage paper-based surveys obtain a sample of encounters that is more representative of general practice than by using computer records alone.
Finally, these findings have implications for policy around education and training and service development as well as for the role of more broadly promoting health and well-being outside the health sector in the adolescent population. To these ends, there have been important developments over the past several years in Australia in curriculum development in general practice, 19 paediatric 20 and adult physican 21 training such that adolescent/youth health have more prominence and are mandatory components of registrar training. In relation to service development, much work has been done around Australia to improve 'youth friendly practice' in primary care, although Australia lacks a national youth, youth health or primary health-care policy that might enable access to health care to become a mainstream priority. Health promotion can and does take place outside the health sector (such as in schools and communities), however, this does not detract from the urgent need to foster enduring and trusting relationships between young people and GPs in the consultation. 17 
Conclusions
Although adolescents have the lowest encounter rate with GPs, it appears that one of the main reasons is because they are relatively healthy. However, our evidence also suggests that treatment for mental health problems and overweight is not being sought and that preventive medicine and health education are not being delivered to an adequate extent. It also appears that GPs tend not to probe for unexpressed concerns among adolescents. That is, there remains room for further improvement in the areas apart from the treatment of acute physical health problems.
